performed. The findings are somewhat expected as standard EVAR patients are likely to have better aortic anatomy, shorter procedure time, and therefore faster 30-day recovery compared with those who received complex aneurysm repairs. In addition, increased comfort of physicians with advanced catheter and wire skills, improved device selections, less invasiveness nature of EVAR, and perceived lower perioperative complications have led to increased use of the endovascular approach for patients with complex aortic aneurysms. This study nicely validated this practice trend and demonstrated that perioperative mortality and morbidities of complex EVAR were indeed lower than those of complex open repairs.
However, the intrinsic limitations of this administrative database have left many questions unanswered. The major issues, such as how complex abdominal aortic aneurysms were defined and whether patients who received complex EVAR or complex open repair were comparable, are unknown. The assumption that any complex open cases can be performed by the EVAR approach is probably not true, and vice versa. In addition, not being able to capture adverse events beyond 30 days in this administrative database significantly impairs the authors' ability to examine long-term or even midterm durability of each surgical approach, and not being able to unbundle a broad range of techniques also limits appropriate assessment of various endovascular approaches. Despite these limitations, this manuscript highlights an opportunity for a more transparent evaluation of various surgical techniques in patients with complex abdominal aortic aneurysms. Future studies on cost-effectiveness, procedure durability, and long-term outcome of different approaches are also warranted.
